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Abstract
Objective - To describe the health and
economic impact of tobacco in South
Africa and to indicate current prevention
activities.
Methods - Routinely available mortality
statistics, hospital discharge data, and
prevalence data from the private and
public sectors were collated and analysed.
Results - In 1988 deaths from smoking-
related diseases in South Africa
accounted for 33-79, of white, 25-:89, of
Asian, 1669%, of coloured (mixed race),
and 549% of African deaths. The per-
centage of all potential years of life lost
(35 to 64 years) owing to deaths from
smoking-related diseases between 1968
and 1988 declined among white and Asian
men but increased among other groups.
The overall smoking rate in 1989-90 in
people over 16 years of age was 319,.
Smoking rates among African and
coloured men were particularly high;
rates among African and Asian women
were particularly low; rates for all races
were lowest among those with a uni-
versity education. When the 1976 smoking
rates were applied to the 1990 base popu-
lation, there were 320000 more African
smokers, 80000 more coloured smokers,
40000 more Asian smokers, and 270000
fewer white smokers. Increases were
related to the unopposed impact of
aggressive tobacco company marketing
among susceptible groups. Advertisers
targeted cinemas, billboards, and the
radio. The total economic cost of
smoking-related diseases was estimated
to be between 1390 billion and 2453 billion
rands in 1988 ($1 is about 2-5 rands).
Conclusion — As South Africa undergoes
further sociopolitical change, compre-
hensive tobacco prevention programmes
are needed to ensure that gains made in
infectious diseases are not
eclipsed by the costs of increasing
smoking-related disease.

(Tobacco Control 1992; 1: 272-80)

Introduction

It is believed that tobacco was introduced into
Africa in the fourteenth century, when the
Turks introduced it to Egypt.! In about 1560
the Portuguese and Spaniards brought it down
the east coast towards East Africa, and from
there its cultivation spread through central and

western Africa. Later evidence showed that the
Portuguese brought it directly to the Cape
during the 1650s.> The first Dutch Governor
at the Cape, Van Riebeeck (himself a barber
surgeon), probably brought it to Cape Town in
1652. Tobacco farming then rapidly became
established in South Africa and tobacco was
for many years often used as a form of currency
among the early settlers. The largest South
Africa cigarette maker, Rembrandt, manu-
factured its first cigarette in 1948.°

In 1978 Muller warned that cigarettes were
being pushed by high pressure marketing to
the most remote corners of the world and
that tobacco-related disease would constitute
“‘tomorrow’s epidemic. ”’* For example, in 1988
alone, while consumption of cigarettes fell by
19, in the developed countries, it rose by 2:3 9,
in the developing world.? As a result of these
increases in tobacco consumption, disease,
disability, and death from tobacco will increase
in the future. It is estimated that annual deaths
from cigarettes will quadruple globally from
the current 2-5 million to about 10 million by
2030, and the bulk of these deaths will be in
developing countries.®

The aim of this paper is to present the latest
South African data on the health and economic
impacts of tobacco use; trends in tobacco
consumption; and the status of legislation,
education, and non-governmental organisa-
tions in creating a social environment in which
non-smoking is seen as the norm.

South Africa combines the worst health
consequences of industrialisation and poverty
—a high incidence of heart disease and cancer
mainly among the white (of European origin)
and Asian (mainly from the Indian subcon-
tinent) populations and endemic patterns of
preventable infectious and nutritional diseases
among the African (indigenous black) and
coloured (mixed race) populations. Apartheid
policy combined with urbanisation has
resulted in health and other social services
being inequitably distributed. This has been
extensively reviewed and shown to have
resulted in health status and health-related
behaviour being strongly related to race.™ It
is for that reason that data are presented here
by race — still a stronger determinant of status
than social class.

Extent of tobacco use

Data on the prevalence of smoking in South
Africa are derived mainly from marketing
companies. The major survey group (AMPS)
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has been active in South Africa for nearly
20 years, making time trends possible. The
national surveys have used as a basis for their
sampling frame the national censuses of 1970,
1980, and 1985. Adjustments for under-
counting of the African population are made.
Stratified random samples of households are
obtained. A total of 1500 respondents per
population group are selected. In all cases
interviews are carried out in the home of
respondents. Smokers are defined as having
smoked at least one cigarette a day for three
months and ex-smokers as having not smoked
for at least three months after having pre-
viously met the criterion for being a smoker. In
addition to these national surveys, local or
regional surveys are carried out on an ad hoc
basis, mainly by the Medical Research
Council. Both sources are used here.

CURRENT SMOKING PREVALENCE IN SOUTH
AFRICA

The overall smoking rate in 1989-90 for adults
(over 16 years of age) was 31 9%,. This translates
into 6:85 million current adult South African
smokers.

Table 1 and figure 1 provide the latest
information with regard to smoking prevalence
by race, sex, age, and education level in South
Africa. Smoking prevalence among African
and coloured men is particularly high; rates
among African and Asian women are par-
ticularly low; and rates for all races are lowest
among those who have completed a university
education.

CHANGES IN SMOKING PREVALENCE SINCE 1976
Comparisons between 1976 and 1990 indicate
that if the smoking prevalence in 1976 are
applied to the 1900 base population there are
320000 more African smokers, 80000 more
coloured smokers, 40000 more Asian smokers
and, importantly, 270 000 fewer white smokers.
The increases are related to increased targeting
of groups vulnerable to the unopposed impact
of aggressive tobacco company marketing.'®
Among white people, the percentage decline
over the past 15 years has been similar in men
and women (roughly 79%) but most obvious
among those aged 16-24 and among those with
a university education. Increases in the other
groups are particularly large in the cohorts

Table I Smoking prevalence (percentage) in South
Africa by race, 1989-90

White African Coloured Asian

Total 337 284 487 276
Age (years):
16-24 " 30-5 235 39-7 19-0
25-34 410 372 60-0 30-5
3549 40-1 329 56-9 35-6
> 50 245 179 358 242
Educational level:
Completed 6 years 297 354 535 202
Completed 12 years 356 306 456 26:6

Completed university 204 214 206 n/a*

% total adult population 167 719 87 27
(n = 221 million)

* Insufficient numbers.
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Figure 1 Prevalence of smoking in South African
adults by race, 1989-90

followed from 1976 to 1989, who were 16 to
24 years old in 1976. Importantly, the pro-
portion of women who smoke remains low and
has not changed among Africans from 1976 to
1989-90. This suggests that this group remains
resistant to smoking initiation despite the onset
of marketing, and they should be encouraged
to act as role models to prevent further
increases in other groups. (The recently
created International Network of Women
Against Tobacco could help in this regard.)

Table 2 provides further information about
smoking rates in representative samples selec-
ted in community-based studies of risk factors
for coronary heart disease.!!"'® These confirm
the national picture.

SMOKING AMONG ADOLESCENTS
Two crucial groups to investigate are adoles-
cents and children. Recently conducted studies
of 673 higher primary school African pupils in
the Western Cape region of South Africa
showed that 2739, of boys (mean age 143
years) and only 0-8 %, of girls smoked.'®!" The
median age of onset of smoking for boys was
14 years, with smoking prevalence rates rising
from 63 9% in those under 12 to 45 Y%, in those
aged 16 and over. Peer pressure was a sig-
nificant determinant of smoking among boys.!*
The most commonly consumed brands were
those most aggressively marketed in the region.
In table 3 smoking prevalence is indicated
by language, sex, and age. This study for the
first time used an entire metropolitan area
(independent of race) as the sampling frame.
Sex differences, favouring higher rates among
boys, increase with age. The prevalence in
young Xhosa speaking girls is higher than that
in older girls. This could indicate a change in
a group who previously did not smoke.
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Table 2 Smoking prevalence recorded in coronary risk factor community surveys in South Africa
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Cigarette consumption per day

Men Women
Race Age group
First author (urban/rural) (years) =1 > 10 =1 =10
Seedat' Asian (urban) 15-70 564 419 12:4 57
Steyn' African (urban) 15-64 52:0 247 84 16
Steyn'? Coloured (urban) 15-64 59-8 39-8 414 250
Steenkamp"' White (rural) 15-64 481 40-1 17-9 129
Mollentze (unpublished) African (rural) 24-70 328 149 42 05

Table 3 Percentage of students who smoke at least one
cigarette per day in the western Cape region of South
Africa (1990) by language, sex, and age (n = 7340)*

Language
English Afrikaans Xhosa
Age (years) Male Female Male Female Male Female
<14 102 97 87 8 96 50
15-17 295 227 226 13-4 17-4 3-0
> 18 350 248 264 270 251 09

* Data provided by Alan Flisher, Psychiatry Department, Uni-
versity of Cape Town, 1991.

Impact of tobacco use on death and
disease

Mortality statistics are analysed by the Medical
Research Council using computer tapes of
annual deaths made available directly from
Central Statistical Services.
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Figure 2 Distribution of deaths by race and age in South Africa, 1984-6
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Figure 3 Deaths from smoking-related diseases as a percentage of all deaths
in South Africa by race in 1984 and 1988

EPIDEMIOLOGICAL AND DEMOGRAPHIC
TRANSITION IN SOUTH AFRICA

To contextualise the impact of tobacco-related
deaths it is first necessary to describe the
underlying demographic and epidemiological
changes in the country. These are strongly
related to race, mainly because of the forced
relation between socioeconomic class and race
induced by apartheid policies. With the demise
of apartheid, race and social class may well
diverge over the next generation, but the legacy
of apartheid will remain for some time. For
that reason statistics are presented here by
race.

Figure 2 shows the distribution of deaths by
age and the appreciable differences both by sex
and by race. The crucial differences relate to
the high proportion of mainly preventable
infectious disease deaths that still afflict
African and coloured children, while among
Asian and white people deaths at older ages
predominate. For example, estimated infant
mortality rates in the mid-1980s were 12-3
deaths per 1000 live births in white people,
17-9 in Asians, 51'9 in coloured people, and
in excess of 90 in Africans,'® with gastro-
enteritis accounting for a quarter of the deaths
among coloured and African children under
5 years.

Of particular importance to this report is the
high proportion of deaths from 45 years
onwards. Analyses of trends from 1968 to 1986
show that there have not been major declines
in the proportion of deaths between 45 and
64 years of age. The bulk of deaths in these age
groups are attributable to smoking-related
diseases.'®

DEATHS FROM SMOKING-RELATED DISEASES

In this review smoking-related diseases include
ischaemic heart disease (ICD 410-414), lung
cancer (ICD 162), respiratory heart disease
(ICD 415-417), chronic obstructive airways
disease (ICD 490-496), and aortic aneurysm
(ICD 441), where ICD is the ninth revision of
the International Classification of Diseases
(1975).

Figure 3 compares deaths from smoking-
related diseases in South Africa between 1984
and 1988 by race. Important differences over
time emerge. Though the contribution to all
deaths has declined among white subjects, the
absolute number of deaths in this group grows.
In all other races the proportion of deaths from
smoking-related diseases has increased, and in
the case of Africans and coloured people this
translates into substantial increases in the
absolute number of deaths as a result of
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Table 4 Proportion of all deaths due to diseases related to smoking, South Africa, 1988, by race and sex
African White Coloured Asian
Men Women Men Women Men Women Men Women

Total deaths 70726 46403 21792 18156 15006 10930 3202 2162
% Due to:

Ischaemic heart disease 09 08 231 17-2 64 6-8 195 145

Lung cancer 13 05 48 2:7 41 18 16 07

Respiratory heart disease 0-8 10 2:2 2:6 10 12 0-8 111

Chronic obstructive airways disease 27 23 65 56 64 46 73 43

Aortic aneurysm 01 01 13 06 02 02 01 01
Total 58 47 37:9 287 181 146 293 207

population increase and an increase in the
disease-specific death rate.

Table 4 provides more detailed information
with respect to the specific causes of deaths
contributing to this category. The proportion
of all deaths due to diseases related to smoking
is particularly low among African women.

Lung cancer alone accounts for 24-0 %, of all
deaths from cancer in males and 10-6 %, of all
such deaths in females in South Africa, most of
these deaths being preventable by not smoking.
Sasco has indicated the possible global re-
duction in cancer deaths that could be achieved
through tobacco control.? Applying her esti-
mates to lung and oesophageal cancer in South
Africa, it is estimated that 3800 deaths per year
from these cancers would be prevented by
tobacco control.

YEARS OF POTENTIAL LIFE LOST OWING TO
SMOKING-RELATED DISEASES
Figure 4 examines the mortality data in a
different way. The percentage of all years of
potential life lost between 35 and 64 years
because of smoking-related diseases in South
Africa are compared from 1968 to 1988. (Data
for Africans were not available in 1968.) There
have been substantial declines in the pro-
portion of deaths due to smoking-related
diseases among white and Asian men with less
impressive declines among white women. In
the other groups there have been steady
increases in the proportion over time. As the
proportion of childhood deaths declines and
the population ages, there will be noticeable
increases in smoking-related death and disease.
Deaths from smoking-related diseases

Women

1968
[ 1988

]

Asian Coloured African

Figure 4 Percentage of all years of potential life lost (35~64 years) due to
deaths from smoking-related diseases in South Africa by race and sex

in 1968 and 1988

accounted for a total of 110856 potential years
of life lost between 35 and 64 years of age in
South Africans in 1988. This represented
30-7 9% of all potential years of life lost among
white people (35-64 years), 30-0 9, of all those
lost among Asians, 19-49, of all of those lost
among coloured people, and 699, of all of
those lost among Africans.

PASSIVE SMOKING AND DISEASE

Though several international reviews have
documented the impact of passive smoking on
health,*"?? few studies have been completed in
South Africa. One study investigating peri-
natal effects of maternal smoking showed that
the newborn infants of smokers were 220 g
lighter at birth than were those of non-
smokers.?* The effect on birth weight (a decline
of between 90 g and 300 g among mothers who
smoke) is particularly important in South
Africa, where the proportion of babies with a
low birth weight is already high and the risk of
death in the first year of life still unacceptably
high. In South Africa no intervention studies
have been conducted to try to introduce cost
effective methods of reducing the high pro-
portion of babies with a low birth weight in the
population.

Economic impact of tobacco use

NOTES ON METHODS AND RESULTS

The methods of calculating the data presented
in table 5 are detailed elsewhere.?? Lost
productivity due to premature death is de-
termined by calculating the net present value
of earnings for smoking-related deaths in 1988
(based on the potential pre-retirement years of
life lost according to age at death). Lost
productivity estimates are adjusted for labour
force participation and unemployment. In
terms of health care costs, data were derived
from the most recent hospital census.?’

Based on these calculations, the total cost of
smoking-related diseases, in terms of health
care and lost productivity due to admission to
hospital and premature mortality, was between
1390 million and 2453 million rands in 1988
($1 = 2-5 rands).

The lower estimate is based on the as-
sumption that only the people who are both
available for employment and actually em-
ployed formally will experience a loss in
productivity because of death from smoking-
related diseases. Conversely, the higher
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Table 5 Balance sheet of tobacco and health, South Africa (millions of rands), 1988

Costs Benefits
Expenditure on tobacco 22480 Earnings of employees 195-2%
Lost productivity due to premature death 1051-0% General Sales Tax on tobacco 241-0
Lost productivity due to hospital admission 49-5% Excise revenue 552:0%
Direct health care 289-6
Total 36381 Total 988-2

* Most conservative estimates.

1 Includes the employees in the manufacturing sector and farm workers (together they comprise 93 % of total tobacco
industry employees) and is based on average incomes in the case of farm workers. Data on tobacco industry and retailers

profits are not readily available.

} Data on employee and corporate tobacco tax are also not readily available.

estimate assumes that everyone would experi-
ence a loss in productivity. For example, a
housewife, although not earning a monthly
salary, would also incur productivity losses.
This alternative assumption is particularly
important in South Africa with its compara-
tively large informal sector.

A few points should be raised about the
methods. Firstly, these calculations were based
on the assumption that 25 %, of the deaths due
to ischaemic heart disease and 85 %, of deaths
due to lung cancer, chronic obstructive lung
disease, respiratory heart disease, and aortic
aneurysm are directly attributable to smoking.
Secondly, the health care calculations are based
on average estimates of inpatient and out-
patient costs. There is an urgent need for
detailed studies of the differential costs and
attendances/admissions for the treatment of
smoking-related diseases, which are likely to
be higher than for other diseases. This is
reflected in the latest tariff structure for Cape
Provincial Administration whereby patients
with cancer receiving medical aid are charged
410 rands per visit for chemotherapy?® (this is
significantly higher than the average inpatient
and outpatient day costs, which were 151 and
50 rands, respectively, in 1988). This should
provide a reasonably accurate estimate of the
associated costs as it was stated that the tariff
scale would ensure that services would be
rendered on a market-related basis. The health
care costs must be regarded as an under-
estimate because of the chronic nature of
smoking-related diseases.

Finally, many smoking-related costs were
not included because of a lack of data. This
includes productivity losses due to - illness
(absenteeism other than for hospital admis-
sion) and ill health (decreased output), private
sector health care costs, increased insurance
premiums for smokers, disability grants, health
and other costs associated with passive smok-
ing, and the cost of fires to property and
forests. These costs should not be regarded as
insignificant. For example, it has been found
that cigarettes are the leading cause of house-
hold fires in the United States and account for
roughly 2000 deaths from burns annually.?’

OVERALL ESTIMATES: 1984 TO 1988

Given these caveats, the most conservative
estimate of the economic impact of smoking-
related diseases in South Africa was 1.4 billion
rands in 1988. Lost productivity due to
premature mortality and hospital admission

contributed 79 %, of these costs. It is important
to note that direct public sector health care
costs for treatment of diseases attributable to
smoking increased by 125 9%, between 1985 and
1988 — that is, an annual increase of about
42 9%,. This is partly because the average patient
day cost nearly doubled during this period, but
there was also an increase in days spent in
hospital for smoking-related diseases (349,
increase in the case of white subjects, 129, in
that of coloured people, 37 % in that of Asians,
and 49, in that of Africans).

DIFFERENCES BETWEEN SOUTH AFRICA AND
DEVELOPED COUNTRIES

It has been noted that ‘“At any given age,
smokers incur greater health care costs than
non-smokers. But precisely because smoking
tends to kill smokers at an earlier age, non-
smokers have more years during which to
incur health care bills. ”?? Some studies have
indicated that smoking-related health care
costs may approximate those incurred by non-
smokers in old age.?® These findings are based
on developed countries, but this will not
necessarily be the case in South Africa, given
its comparatively lower life expectancies. In
addition, over 44 %, of the direct health care
costs relate to white people, who use public
sector facilities for many smoking-related
health care services. These services are not
provided by the private sector — for example,
for the treatment of lung cancer.? This will be
exacerbated by the proposed changes to the
Medical Schemes Act, which allows for ‘“risk-
rating”’ — that is, in the future, it is more likely
that health care costs of smokers will be borne
by the state. It is thus a question of who bears
the burden of health care costs —when con-
sidering the economic impact of smoking, one
is primarily concerned with costs which are not
incurred by smokers themselves.

BENEFITS VERSUS COSTS

Despite the gaps in current data, a balance
sheet of tobacco and health can be derived for
South Africa (table 5), as has been done in
some international studies.?* From this sum-
mary it can be concluded that the economic
costs of smoking to South Africa were sig-
nificantly greater than the benefits in 1988.

Prevention of smoking in South Africa
Several primary prevention strategies are being
considered in South Africa. These include
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legislative and economic measures including
controls on the unopposed impact of tobacco
advertising ; school-based programmes aimed
at preventing smoking initiation among chil-
dren; and community-based programmes
aimed at encouraging adult smokers to stop.

TOBACCO ADVERTISING

In South Africa there are “voluntary agree-
ments”’ between the industry and government
which prohibit direct tobacco advertising on
television and selected radio stations. How-
ever, the ubiquity of radio in South Africa®!
allows the tobacco companies (despite a vol-
untary agreement) to reach their future new
targets (rapidly urbanising African communi-
ties) fairly inexpensively through radio. Inter-
estingly, an unnamed spokesperson for the
tobacco industry stated that if there was a total
ban on tobacco advertising, the tobacco in-
dustry would simply shift towards placing a
greater emphasis on the direct marketing of
tobacco products to consumers. He mentioned
that RJ Reynolds has already established a
database of 25 million smokers in the United
States.®* In South Africa a recent Camel
competition represents the start of local direct
marketing. Participants interested in taking
part in a four wheel drive rally were required
to give their smoking status. Thus a mailing
list is being assembled.®?

Hardest hit by a total ban on tobacco
advertising in South Africa would be screen
advertisements in the cinema, where seven of
the top 10 advertisers are tobacco brands, and
billboards, where tobacco brands account for
eight of the top 20 outdoor advertisers. A total
ban on tobacco advertising is supported locally
by the Medical Association of South Africa,
the Epidemiological Society of Southern
Africa, and the Council Against Smoking.

Partial curbs on tobacco advertising in South
Africa will probably be enacted legislatively in
1992. The emphasis will be on rotating health
warnings on all adverts.

3

TAXATION POLICIES
Though estimates of the price elasticity of
cigarettes — that is, how responsive demand is
to price changes — vary between countries?®3!
and as a result of methodological differences,
there seems to be a growing consensus in
developed countries that the price elasticity is
approximately —0.5% — that is, a 10 %, increase
in price will result in a 59%, decrease in
sales. 3537

Figure 5 highlights the trend in prices and
tobacco taxation in South Africa since 1980.
All data have been indexed to 1980 figures so
that the relative changes can be clearly identi-
fied. The retail price of cigarettes has lagged
behind the overall consumer price index over
the past decade — that is, the real price of
cigarettes has fallen. Given current estimates
of the price elasticity of tobacco products, this
suggests that the 179, drop in real cigarette
prices between 1980 and 1988 would in effect
have encouraged at least a 859, increase in
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Figure 5 Changes in cigarette prices and excise
revenue relative to consumer price index
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Table 6 Tobacco tax as a percentage of total central
government tax revenue*

Zaire 263
Tanzania 163
Malawi 167
Kenya 93
Nigeria 76
Tunisia 63
Egypt 57
Zimbabwe 46
Ethiopia 43
South Africa 17
Algeria 02

* Chapman and Wai Leng 1990.%°

consumption. Furthermore, total excise tax
revenue from cigarettes and cigarette tobacco
has not kept pace with inflation ; there has been
a 509, decrease in real tobacco excise tax
revenue over this period. Importantly, table 6
indicates that South Africa obtains among the
lowest proportion of total central government
tax revenue from tobacco taxation compared
with other African countries. Ensuring that tax
increases are at least equivalent to consumer
price increases will go some way towards
preventing further expansion of tobacco
markets.

A final argument in favour of a high taxation
policy is the finding that there is a higher price
elasticity for teenage smokers as they have
fewer resources for tobacco expenditure and
are less likely to be heavily addicted. Data
presented earlier indicate that smoking rates in
the 16-24 year age group are substantial and
given that demand in this group is particularly
responsive to price changes, this policy is even
more justifiable. The result would be to
severely restrict new young entrants to the
tobacco market, which would reduce adverse
health consequences because the relative risk
of smoking-related diseases is likely to be less
for young ex-smokers than for older ex-
smokers, given their shorter smoking history.

SCHOOL-BASED PROGRAMMES

Special attention in South Africa is needed to
provide long term support for programmes
based at schools, which start countering the
unopposed effect of tobacco advertising. Fur-
thermore, the reality that a high proportion of
school age children are not in school and are
likely to be among the highest tobacco users
both internationally® and in South Africa
means that special programmes are required to
reach this high risk adolescent group through
community outreach programmes. Clearly an
emphasis on the school aged population who


http://tc.bmj.com

278

do not attend school would not only emphasise
tobacco prevention, but as importantly, all
other aspects of substance abuse, violence, and
unsafe sex.

As adolescence is a period of smoking
experimentation and initiation, particular em-
phasis in school-based programmes on refusal
skills has proved to be useful in the United
States®® and in limited studies in South
Africa.® A school-based prevention pro-
gramme was carried out between September
and November 1989 when an anti-tobacco
health promotion programme was tested in
two black townships in Cape Town.*® The
programme used training concepts derived
from social cognitive theory to promote self
confidence in pupils’ ability to perform health
enhancing behaviour. The programme was
taught in the vernacular using a specially
prepared teachers’ manual. Early indications
are that there were no new cigarette smokers in
the intervention school ; there was an increase
in self confidence of the pupils; teachers and
parents received the programme enthusias-
tically; and the programme was strongly
supported by the school curricular boards.
Even though long term evaluations were not
carried out, this preliminary study is likely to
be a model for innovative school-based tobacco
and health programmes.

As part of creating an environment in which
it is difficult for children to start smoking, a
ban on the sale of tobacco products to children
backed by an aggressive multimedia cam-
paign, has been shown to be effective in the
United States.*’ Similar strategies will be
required when legislation is introduced in 1992
to ban cigarette sales to children in South
Africa. The legislation alone will not be
sufficient unless it is accompanied by such an
aggressive media campaign and is enforced.

COMMUNITY INTERVENTIONS
In South Africa a prospective anti-smoking
trial was conducted as part of the coronary risk
factor intervention study in three rural com-
munities in the south western Cape over a
period of four years.'® The effect was evaluated
by examining the net change in smoking
prevalence, which was defined as the residual
change in the intervention areas after allowing
for change in the reference area. The in-
tervention programme among men in the high
intensity intervention area resulted in a re-
duction of 849, in smoking prevalence and
13-0 9, in the amount smoked per day. Among
women in this area there was a reduction of
136 9% in smoking prevalence and 20-59%, in
the amount smoked. Rates of stopping smoking
were strongly associated with initial smoking
levels, with light smokers (fewer than 10
cigarettes per day) being significantly more
successful quitters than were heavy smokers
(20 or more cigarettes per day). The study
shows that a community-based intervention
programme can effectively reduce smoking
and is likely to be extended to other com-
munity-based groups in South Africa.

It is particularly in the workplace that such

Yach, McIntyre, Saloojee

quitting programmes have been evaluated and
found to be effective.*” Industries in the
western Cape region of South Africa indicated
an increased interest and request for help in
the design of appropriate programmes to
prevent smoking in the workplace.*® During
the late 1980s and in 1990-1 several South
African companies - for example, Parke-
Davis, a division of Warner Lambert — and

.organisations such as the Medical Research

Council actively publicised the fact that smok-
ing is banned in their workplace. This is likely
to have a ripple effect over time. Un-
fortunately, however, the major unions in the
country have yet to take up tobacco and health
as a major concern.

Non-governmental organisations active
against tobacco use

In May 1991 the three principal voluntary
organisations with an interest in controlling
smoking — the Council Against Smoking, the
National Cancer Association, and the Heart
Foundation of South Africa-formed a co-
alition, the Tobacco Action Group, to co-
ordinate their anti-smoking activities.

These pressure groups have in the past made
some progress by supplying information to the
public, doctors, schools, media, and poli-
ticians. Some of the changes they have helped
to promote include a ban on smoking on all
internal flights on South African Airways;
statement of the tar and nicotine yields of
cigarettes on the packaging; and the passing of
a bylaw in September 1991 by the Johannes-
burg City Council requiring restaurants with
more than 50 seats to allocate 609, of their
tables to non-smokers. More importantly,
public attitudes are changing. In a national
survey completed in March 1992 the majority
of people in both rural and urban areas are now
aware that smoking is a health hazard (G
Martin, personal communication, 1992).

The Tobacco Action Group plans to launch
a major campaign in 1992 to try to ensure the
successful passage through parliament of the
draft bill providing for the control and regu-
lation of the use and advertising of tobacco
products. The draft legislation gives the health
minister powers to bar or limit (a) smoking in
public places and (b) the advertising of tobacco.
It also bans the sale of cigarettes to minors.
Current indications are that the minister
intends to tighten controls on advertising but
will stop short of an outright ban. The Tobacco
Action Group, however, wants the government
to move to a comprehensive anti-smoking
strategy that includes increased taxation of
tobacco products, a total ban on tobacco
advertising, a ban on sales of tobacco products
to children, restrictions on smoking in public
places, and mandatory health education in
schools.

Conclusion

Overall analysis of the mortality data indicates
that gains being made with respect to pre-
ventable infectious diseases are giving way to
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considerable new health costs being introduced
by having to treat conditions requiring costly
care such as ischaemic heart disease and lung
cancer. South Africa is therefore not experi-
encing an ‘“epidemiological transition’ but
rather an ‘‘epidemiological trap” in which it
has the worst of both worlds — that is, the
infectious diseases of the past and high rates of
chronic diseases (predominantly induced by
lifestyles associated with tobacco, alcohol, and
trauma) as well as the new and future impact of
HIV and AIDS.

The current challenge for public health
professionals is to ensure that as political
change unfolds tobacco company exploitation
of rapidly urbanising populations is opposed.

Financial support from Ciba-Geigy (Pty) Ltd and the Medical
Research Council is gratefully acknowledged. The views
represented here are those of the authors and not necessarily
their organisations.
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Translations Le tabagisme en Afrique du Sud:

of abstract

impact sur la santé et sur ’économie
Derek Yach et al

Résumé

Objectifs: Décrire les impacts sanitaires et économiques
du tabagisme en Afrique de Sud et signaler les mesures
actuelles de prévention.

Meéthodologie: Statistiques de mortalité, informations
fournies par les hopitaux, données relatives a la
consommation en provenance des secteurs publics et
privés.

Résultats: En 1988, en Afrique du Sud, les pourcentages
de déces dus au tabagisme représentaient
respectivement: pour la population blanche 33,79,
pour la population asiatique 25 %,, pour la populaion
métisse 16,6 %, pour la population noire 5,4 %,.

Le pourcentage total des années de vie perdues (35 a
64 ans) en raison de tabagisme diminuait pour la
période comprise entre 1968 et 1988 dans la population
masculine blanche et asiatique mais augmentait dans les
autres groupes.

En 1989/90, le pourcentage global de fumeurs chez
les plus de 16 ans était de 31 %,.

Le nombre de fumeurs dans la population masculine
noire et métisse était particuliérement élevé. Il y avait
tres peu de fumeuses chez les femmes noires et
asiatiques. Dans tous les cas, les taux les plus se
trouvaient chez les personnes ayant regu une éducation
universitaire.

En appliquant les pourcentages de 1976 a la popu-

lation de 1990 on obtenait 320.000 fumeurs sup-
plémentaires dans la population noire, 80.000 fumeurs
supplémantaires dans la population métisse, 40.000
dans la population asiatique et 270.000 dans la popu-
lation blanche. Ces augmentations sont liées a la
stratégie de promotion agressive des fabricants de
tabac, qui cible sans aucune opposition les groupes
sensibles. La publicité utilise le cinéma, les panneaux
d’affichage et la radio. Le coiit économique global des
maladies liées au tabagisme était évalué, en 1988, entre
1.390 et 2.453 milliards de rands (1 dollar vaut environ
2,5 rands).
Conclusion: Alors que les changements politiques et
sociaux continuent de se produire en Afrique du Sud,
des programmes globaux de prévention du tabagisme
sont nécessaires pour éviter que les progrés acquis
dans la réduction des maladies infectieuses soient
éclipsés par les colits croissants des maladies lides au
tabagisme.

Yach, McIntyre, Saloojee

Tabaquismo en Sudafrica: las
repercusiones para la salud y las
econémicas

Derek Yach er al

Resumen

Objerivo: Describir las repercusiones para la salud y las
econdmicas del tabaquismo en Sudafrica y sefalar las
actividades de prevencion actuales.

Meérodos: Se recopilaron y analizaron las estadisticas de
mortalidad, los datos disponibles de egresos de hos-
pitales y los datos de prevalencia de los sectores publico
y privado de ordinario.

Resultados : En 1988, las enfermedades relacionadas con
el tabaquismo en Sudafrica representaron 33,7 %, de las
defunciones entre los blancos, 25,8 %, entre los asidticos,
16,6 %, entre los mestizos y 5,4 %, entre los africanos. El
porcentaje de los afios potenciales de vida perdidos
(entre 35 y 64 afios) debido a las defunciones relacion-
adas con el tabaquismo entre 1968 y 1988 descendid
entre los hombres blancos y los asidticos, pero aumenté
en los otros grupos.

La tasa general de tabaquismo en 1989-90 en las

personas de mas de 16 afios de edad fue de 319%,. Las
tasas de tabaquismo entre los hombres africanos y
mestizos fueron particularmente altas; las tasas entre las
mujeres africanas y las asidticas fueron particularmente
bajas; las tasas para todas las razas fueron las mds bajas
entre las personas con educacidn universitaria. Cuando
las tasas de tabaquismo de 1976 se aplicaron a la
poblacién de 1990, se calcularon 320000 fumadores
africanos mas, 80000 fumadores mestizos mds, 40000
fumadores asidticos mds y 270000 fumadores blancos
menos. Los aumentos se relacionaron con los efectos no
contrarrestados de las intensivas campafias de comer-
cializacién de las empresas tabacaleras entre los grupos
susceptibles. Los anunciantes concentraron su atencién
en los cines, las carteleras y las radio. Se estimd que el
costo economico total de las enfermedades relacionadas
con el tabaquismo era entre 1,39 billones y 2,453
billones de rands en 1988 (1 ddlar de los Estados Unidos
equivale aproximadamente a 2,5 rands).
Conclusion: A medida que Sudifrica experimente
mayores cambios sociopoliticos, se necesitardn pro-
gramas integrales de prevencion del tabaquismo para
lograr que el terreno ganado en la reduccion de las
enfermedades infecciosas no se pierda a causa de los
costos derivados del aumento de las enfermedades
relacionadas con el tabaquismo.
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